In Japan, a high proportion of patients with gastric cancer are diagnosed at the stage of early gastric cancer, when the disease has not yet penetrated the muscular layer of the gastric wall. About 90% of such patients are cured in Japan by radical surgery, in which gastric resection is accompanied by extensive lymphadenectomy. ' In Britain, until recently, only about 1% of all cases of gastric cancer were diagnosed at this early stage 
Results

DIAGNOSIS OF EARLY GASTRIC CANCER
The proportion of cases of early gastric cancer to all cases of gastric cancer in each five year period is shown in Figure 2 . There was a significant (p<0-01) increase in the proportion of cases of early gastric cancer, from 1% of all cases of gastric cancer in the first five year period to 15% in the last five year period, and from 5% in the 1970s to 12% in the 1980s. The increasing proportion of cases of early gastric cancer coincided with a four-fold increase in the number of upper gastrointestinal endoscopies performed (Fig 3) .
OPERATIVE MORTALITY
Three patients (6.5%) died after operation. A 78 year old woman died of heart failure six days after oesophagogastrectomy. Two men, aged 69 and 72 years, died as a result of anastomotic leakage, sepsis, and haemorrhage. A further 10 patients (22%) sustained postoperative complications (Table II) The operative mortality of 6.5% (three of 46 patients) in this series is higher than the 1-3% reported after comparable surgery in Japan.' 6 19 The difference may be attributable to several factors: the average age of our patients (69 years) is about 12 years older than that of patients with early gastric cancer in Japan' and our patients are likely to have been more obese and to have had more associated disease, notably ischaemic heart disease, than the Japanese patients.'`Hence, they are at greater operative risk. Again, operative mortality is likely to be higher in a surgical department where 'only' 30-50 cases a year undergo radical gastric resection than in a Japanese centre where many hundreds ofpatients undergo such resections each year. It may be relevant that the most experienced surgeon in our group had an operative mortality rate of 0%. Finally, the 95% confidence limits of the 6% operative mortality are from 1.5% to 18%, and so the observation of a 'higher' operative mortality than in Japan has little statistical validity.
It is debatable whether or not all patients with early gastric cancer should undergo radical surgical resection with extensive (R2) lymphadenectomy. It could be argued that any slight gain achieved by radical (R2) resection may be negated by an increase in operative mortality and morbidity. Lymphatic metastases in cases ofearly gastric cancer are largely confined to the perigastric lymph nodes less than 3 cm (N1) from the tumour, and only occasionally involve lymph nodes more than 3 cm (N2) from the tumour.'3 Again, the incidence of lymphatic metastases is directly related to the depth of invasion of the primary tumour, and ranges from 4% for tumours confined to the mucosa to 20% for tumours extending to the submucosa.'3 0 In this study, 25 cases of early gastric cancer (54%) had penetrated to the submucosa, and all five cases with nodal metastases were associated with tumours which had penetrated to the submucosa. Thus, it would seem logical to carry out a more conservative (RI) resection with complete excision of perigastric (NI) nodes in cases of early gastric cancer where the tumour was confined to the mucosa, reserving the more radical (R2) resection for cases where the tumour had penetrated to the submucosa.
There are a number of reasons, however, why such a policy is not practical at present. First because of the presence of fibrosis in the submucosa and underlying muscularis propria. The surgeon therefore does not know the exact TNM (tumour, node, metastasis) stage of the tumour at operation and a diagnosis of early gastric cancer is usually made in retrospect. Secondly, data from Japan"" have consistently supported the view that the 'R' number (0-3) of resection should exceed the 'N' number (0-3) of nodal metastases if recurrence is to be minimised and 'absolute' curative resection is to be achieved. The standard operation in Japan is an R2 resection, in which an extra 'tier' of lymph nodes (N2) is removed in addition to those close to the stomach (Ni nodes), which are normally removed as part of a wide gastric resection (known as RI resection). As up to 20% of patients with early gastric cancer may have metastases to NI lympth nodes, it follows that R2 resection should be the treatment of choice. Finally, there is little evidence that more radical (R2) resection leads to increased operative mortality or morbidity.'0 Thus, until the techniques of endoscopic endoluminal ultrasound become more refined and more widely available, we believe that most patients who appear at operation to have an 'early' gastric cancer should undergo radical (R2) resection as Japanese authors continue to advocate.'9 While it would seem reasonable to modify the extent of resection in a few high risk, obese, or elderly patients, the dangers of doing so are illustrated in this series by the death from recurrent cancer of an old man who had undergone a limited gastric resection on account of his age and frailty.
The excellent results that were reported recently after surgical resection for EGC in Britain'7 contrast starkly with the poor results reported after radical, potentially curative surgery for more 'advanced' types of gastric cancer, in which the tumour has penetrated the muscular wall of the stomach with frequent involvement of lymph nodes. These 'advanced' tumours account for most cases of operable gastric cancer in the Western world. Five year survival after operation in such patients in Britain ranges from only 16% to 38%.2"-M Hence, the key to improving survival for patients with gastric cancer in Britain is to achieve earlier diagnosis. We found, as others have reported previously, that the symptoms of EGC were very similar to the symptoms of benign conditions such as peptic oesophagitis, gastritis and peptic ulcer (Table I) The quality of life of most of the survivors of radical total or subtotal gastrectomy in this series was unexpectedly good. In the past, after resection of the stomach and of the pyloric and cardiac sphincters, the oesophagus was anastomosed to a loop of jejunum, which resulted in copious reflux of intestinal content into the oesophagus and even the bronchial tree especially at night: hence, in many cases, the quality of life was poor. Today, the almost universal use of a Roux-en-Y jejunal segment after total gastrectomy has overcome this problem, and in consequence many patients enjoy a good quality oflife, although the majority have to restrict the size of meals. Surprisingly, 43% of our patients claimed at follow up that they were able to eat normal meals, and weight loss compared with their best recall weight before operation was on average only 5 kg. Only 17% of patients had a moderate or poor(Visick grades III or IV) quality of life after subtotal or total gastrectomy. At the gastric follow up clinic, each patient receives regular advice about diet, and many also receive injections of vitamin B12 every three months, and supplements of iron, calcium and vitamins as required. Thus it is likely that the regular follow up itself, with frequent checks of haematological status and the opportunity to discuss any problems and anxieties, may contribute to their relatively good state of health.
In conclusion, the outlook for patients with gastric cancer in Britain seems, at last, to be changing. The essential factor is that general practitioners and hospital doctors alike should be alert to the possible presence of gastric cancer in any patient over the age of 45 years who complains of dyspepsia or is anaemic, and that urgent investigation is the form of endoscopy and biopsy should be instituted. The surgeon's task is to perform, safely, an appropriately radical resection: resection margins should be proved to be free from tumour 
